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Abstract
We examined the experiences of women in treatment for substance dependence and their treatment
providers about personal networks and recovery. We conducted six focus groups at three women’s intensive
substance abuse treatment programs. Four coders used thematic analysis to guide the data coding and an iterative
process to identify major themes. Coders identified social network characteristics that enabled and impeded recovery
and a reciprocal relationship between internal states, relationship management, and recovery. Although women
described adding individuals to their networks, they also described managing existing relationships through
distancing from or isolating some members to diminish their negative impact on recovery. Treatment providers
identified similar themes, but focused more on contextual barriers than the women. The focus of interventions with
this population should be on both internal barriers to personal network change such as mistrust and fear, and helping
women develop skills for managing enduring network relationships.
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Substance use is situated within relationships among family members and friends, thus making the social context of
addiction an important consideration for researchers and
treatment providers (Curtis-Boles & Jenkins-Monroe, 2000;
Davis & DiNitto, 1998; Kissin, Svikis, Morgan, & Haug,
2001). Recovery-oriented personal networks and non-using
personal network ties contribute to positive treatment outcomes and the maintenance of sobriety during recovery,
(Gordon & Zrull, 1991; Walton, Blow, Bingham, & Chermack, 2003; Weisner, Delucchi, Matzger, & Schmidt,
2003). Treatment related professional and peer support,
and informal social support outside of treatment, are significant factors in treatment retention (Dobkin, De Civita,
Paraherakis, & Gill, 2002) and treatment outcome (Comfort, Sockloff, Loverro, & Kaltenbach, 2003; Joe, Broome,
Rowan-Szal, & Simpson, 2002; Zywiak, Longabaugh, &
Wirtz, 2002). Although pre-treatment personal networks
are an important source of support (Longabaugh, Wirtz,
Beattie, Noel, & Stout, 1995), abstinence-oriented personal
networks following treatment might be more predictive of
treatment outcomes, (Broome, Simpson, & Joe, 2002).
Personal Networks and Women with Substance Use
Disorders
The influential role of personal networks for women with
substance use disorders has been previously examined.
Researchers have characterized the networks of women in
substance abuse treatment programs as small (El Bassel,
Chen, & Cooper, 1998; Manuel, McCrady, Epstein, Cook,
& Tonigan, 2007), with a high proportion of substance
users (Grella, 2008) unable or unwilling to provide social
support during treatment and recovery (Greenfield et al.,
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2007; Laudet, Morgan, & White, 2006). Women are frequently introduced to substance use through partners, family members and close friends (Center for Substance Abuse
Treatment, 2009). These substance using network members
can compromise the recovery process (Warren, Stein, &
Grella, 2007; Wenzel, Tucker, Golinelli, Green, & Zhou,
2010) or contribute to continuing emotional distress (Dawson, Grant, Chou, & Stinson, 2007).
In qualitative studies of personal network relationships,
researchers have shed light on the interplay between personal networks and the treatment and recovery processes.
Strauss and Falkin (2001) focused on women’s relationships with their mothers. They described the complexity of
this relationship in which child care and other tangible
support provided by mothers to their substance using
daughters actually enabled continued drug use. Although
the majority of women in that study identified their mothers as primary supporters within their personal networks,
lack of trust and control issues were also evident. Womens’
post treatment dilemmas included learning how to reshape
relationships that had previously supported substance use
or sever ties with individuals who continued to use, and the
issue of having burned bridges with previous supporters
(Falkin & Strauss, 2003). When women “must find support
during their recovery from some of the same people who
previously enabled drug use,” success in recovery is harder
to achieve (p. 142).
Negative or conflictual relationships can trigger relapse during recovery. Rivaux, Sohn, Armour, and Bell
(2008) noted that intimate partner relationship problems
and demands were prominent among triggers for relapse.
Women then needed to learn new ways of coping to avoid
dysfunctional repetitive patterns in relationships. Sun
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(2007) also examined the role of network relationships in
the relapse process. She found that interpersonal conflicts
and negative emotions, whether related to service systems
or intimate partners often contributed to relapse. Sun also
pointed out the difficulty women had in severing old “using” ties, especially when the user was a partner or close
family member, and furthermore, how shame and lack of
trust created difficulties in establishing new non-using ties.
Gaps in Previous Research
Although researchers have documented the important role
of social support and personal networks for those in recovery from substance dependence, there remain several gaps
in the current understanding of personal networks for
women with substance use disorders. First, we have limited
knowledge about the positive and negative influences of
specific personal network characteristics on women’s recovery over time. Second, we do not fully understand the
barriers to making changes in personal network relationships that support recovery, particularly for women with
limited socioeconomic resources. Finally, research has
lacked substance abuse treatment provider perspectives on
women’s personal network relationships, particularly on
the personal networks of individuals with substance use
disorders.
Research Aims
The aims of this study were twofold: First to identify the
qualities of personal network relationships that either enabled recovery or increased risk of relapse for women with
substance dependence; second to examine the barriers to
making personal network changes for women during the
recovery process. To meet these aims we asked the following research questions: Which personal network relationships are salient for women in recovery? What are the
characteristics of those relationships that help or hinder
recovery? What are the barriers to making changes in personal networks that are necessary for recovery? In what
ways do client and provider perspectives differ about salient relationships, relationship characteristics, and barriers
to network change?
METHODS
Procedures
The authors employed procedures outlined by Krueger &
Casey (2009) for planning focus groups, developing focus
group questions, and moderating focus groups. The first
three authors conducted six focus groups, three with clients
and three with providers. Client and provider focus groups
were held at each of the three agencies participating in a
larger National Institute of Drug Abuse funded longitudinal study of personal networks and post treatment functioning among women in treatment for substance dependence,
(Brown, Jun, Min, & Tracy, 2013; Min, Tracy, Kim, Park,
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Jun, Brown, McCarty, & Laudet, 2013; Tracy, Kim, Brown,
Min, Jun, & McCarty, 2012; Tracy, Laudet, Min, Kim,
Brown, Jun, & Singer, 2012). We conducted the groups at
one residential and two intensive outpatient substance
abuse treatment programs for women.
Participants in the larger study were interviewed at one
week, one month and six months post treatment intake,
regardless of whether or not they remained in or completed
treatment. Retention in the study was 81% at six month
follow up. Each participant completed a detailed personal
network interview about the composition, functioning and
relationships within their networks, using Egonet, a personal network software program (McCarty, 2002; SourceForge, 2011). All three of the provider groups and two
client groups were conducted at the agencies themselves;
one of the client groups was conducted at the university
which sponsored the research. The focus groups required
between one and two hours to complete. Client focus
groups lasted longer than provider groups. All group sessions were audiotaped and transcribed verbatim.
Informed by our review of the intervention literature in
this field, we formulated these questions: In what ways is it
difficult for women in recovery to create personal network
changes? How have social networks been a positive influence on your treatment and recovery? How have social
networks been a negative influence on your treatment and
recovery? What kind of people are important in a social
network for women in treatment for substance dependence
and in recovery? Based on the criteria by Krueger & Casey
(2009) we designed focus group questions to be “clear,
short, open ended, and evocative of discussion”, (p. 37).
Facilitators asked follow-up questions of the participants
and were active in keeping the participants focused on the
questions. Facilitators asked these same questions at each
of the six focus groups. The sponsoring university’s Institutional Review Board approved this study before we recruited participants.

Recruitment
We used random purposeful sampling to recruit participants. For the client groups, we recruited only women who
had completed Time three interviews in the larger longitudinal study. By this criterion, eligible women were at least
six months beyond their entry into the larger parent study
and into substance abuse treatment. ID numbers for the 188
women who had completed a Time three interview were
listed separately, based on the agency from which they had
received treatment. A research assistant identified the first
ID number in each list, and every tenth ID number thereafter. In the event that researchers could not contact a woman
on the list or the woman did not want to participate, we
chose the next ID number on the list for inclusion. We successfully contacted 40 women by telephone and of those
40 women 34 agreed to participate in the focus groups (1014 per group).

PERSONAL NETWORK RECOVERY ENABLERS AND RELAPSE RISKS | S. BROWN ET AL.

Eligible participants were notified about time, agency
location and travel (including bus passes) via the U.S.
Postal Service. Two reminder phone calls were scheduled
for each willing participant; at one week and again at one
day prior to their scheduled focus group meeting. The final
number participating in the client focus groups was 17,
with four, six, and seven members in each group. Sixteen
women did not attend their focus groups. Participants were
given a gift card ($10) and gas money ($5) as compensation for participation. Many of the women knew each other
and had been in treatment programs together previously.
This set an initial climate of comfort, ease, and trust, unusual for a first focus group meeting.
Recruitment flyers were sent to each agency and a date
identified that was convenient for each agency to hold the
provider focus groups. The provider focus groups met for 1
hour each, and researchers provided lunch. Twenty-one
providers participated, 10, six, and five from each agency.
We used the same procedures for client and provider focus
groups. However, we slightly changed the wording of the
questions to reflect the provider’s focus on the client rather
than the client’s focus on herself. For example, in questions two and three rather than asking, “How have social
networks been a positive (or negative) influence on your
treatment and recovery?” we asked, “How have social networks been a positive (or negative) influence on your clients’ treatment and recovery?”
Participants
In all, 17 women participated in the client focus groups,
four, six, and seven per group. All women were between
18 and 60 years of age (one of the inclusion criteria for the
larger study). The groups were ethnically diverse: two
White, 13 African-American, and two Hispanic women.
Participants ranged in age from 27-54, with a mean of 40.
Only one woman was employed at the time of this study.
Nine women had completed less than a high school education. Twenty-one treatment providers participated in the
provider groups; 10, six, and five providers per group. Providers included two men and 19 women, nine AfricanAmerican, four Hispanic, and eight White individuals.
Providers were primarily clinicians and case managers,
with one administrative assistant and two program managers. All providers were invited to the focus groups, and all
those working in the agency on the day of the focus group
participated.
Data Analysis
Researchers analyzed the data using protocol for thematic
analysis outlined by Braun & Clarke (2006) and by Boyatzis (1998). Four independent coders examined the transcripts; coders created in-vivo codes from transcript data
using theoretically driven sensitizing concepts to identify
codable pieces of text. Coders met as a group to discuss the
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in-vivo codes, defined higher order axial codes that appeared to categorize the in-vivo codes, and compiled these
into a codebook. Coders re-coded the transcripts according
to the codebook, and identified codes that were unclear in
definition, overlapped other codes, or did not adequately
capture all aspects of the in-vivo codes.
The data analysis team identified data themes, ways in
which the codes seemed to be related to one another at
higher levels of abstraction than those presented in the axial codes. Throughout data analysis the coding team engaged in iterative discussions about the appropriateness
and definitions of codes and themes, continually refining
and re-defining codes and themes throughout the analytic
process. Client and provider transcripts were coded together and separately, first to identify common themes and second to identify themes that were not common across both
groups.
There were three specific instances in which we modified axial codes. First, we removed the axial code of “spirituality” after determining that it did not adequately reflect
the in-vivo codes, which were better reflected by other
axial codes. Second, we had initially created an axial code
to reflect the influence of partners or spouses on recovery.
However, only one in-vivo code throughout the data reflected the influence of partner or spouse, and this in-vivo
code offered no additional information beyond that represented by the effects of family members. We subsumed
this in-vivo code under the axial code “Qualities and Influences of Family”. Third, although coders created initial
axial codes to reflect the positive impact of social networks
and network members on recovery, they observed that
negative effects were also occurring and that recovery also
exerted influence on social networks. Following discussion
among members of the coding team, we then added axial
codes to capture these phenomena.
Validity of analysis was assured in two ways. First, we
used multiple coders throughout the stages of data analysis
who engaged in an iterative process of coding and codedevelopment. Second, we used member checking (Padgett,
2008). Once the results were organized, we sent a summary of the findings to participating treatment providers.
They examined the findings and offered suggestions regarding aspects they felt had been missed in analysis. The
only item that treatment providers felt was not reflected in
the findings was the importance of the public child welfare
agency in creating barriers for women in treatment. This is
covered in more depth in the Discussion section. Outreach
attempts to use member checking with the women participants themselves were unsuccessful. This was because of
the many psycho-social problems that confront this population, including frequent changes of residences, episodic
homelessness, lack of telephones, lack of transportation,
and the women’s lack of access to computer-based technology such as email.
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Table 1. Relationship Qualities, Influences, and Processes That Function as Recovery Enablers or Risks for Relapse.
Qualities and Influences Qualities and Influences of Qualities and Influences Qualities and Influences
of Children
Family
of 12-Step
of Treatment
Recovery enablers Children are a mirror

Relapse risks

Network Change Processes

Honesty

Decrease isolation

Creating linkages

Managing relationships

Desire for more contact
with children

Supportive of treatment

Get recovery information

Providers educate family
members

Reciprocity

Wanting children to be
integrated into network

Reciprocity

Honesty/ confrontation

New interpersonal experiences

Managing closeness and
distance

"Want my kids to see my
life"

Consistence-- "Always been Sponser is like a mother-- Social support
there for me"
Provides commitment and
direction

Isolating or integrating
network members

Emotional support

Exposure to healthy people Universalizing addiction

Adding new network members

Children have problems

Lack of knowledge about
addiction

Lack of fellowship

Clients still using

Barriers to network change

Setting limits

Lack of support for treatment/recovery

Potential to be retraumatized

Staff who are "not well"

Contextual barriers

Managing self and child's
emotional states

Family member is easy to
manipulate

Members not really working the program

Potential to be retraumatized

Internal emotional and selfexperiences

Consequences of past
substance use to child

Family members use substances

Stigma about mental health
issues

FINDINGS AND DISCUSSION
During the data analysis process, coders identified the following themes outlined in Table 1.: Qualities and influences of children, families, 12-step groups or sponsors, and
treatment or treatment providers on recovery; managing
network relationships; barriers to managing network relationships; and interactional processes. In the following
sections we list and describe each of these themes, describe
axial codes that comprise them and illustrate each with
representative examples from the participants themselves.
Qualities and Influences of Important Relationships:
Recovery Enablers and Risks for Relapse
This theme includes the qualities of important relationships
that facilitate or impede recovery and the ways in which
women are influenced by these relationships toward
recovery or relapse. These influences were sometimes
positive, in that they increased women’s motivation to
remain clean and sober; we labeled these qualities
“recovery enablers”. Negative qualities of important
relationships influenced women to feel more vulnerable to
relapse; we labeled these “risks for relapse”. The women
identified salient relationships with their own children or
grandchildren, relationships with family members,
relationships with 12-step members including sponsors,
and relationships with treatment providers or with other
women in their treatment programs.
Qualities and influences of children Women identified
qualities of their relationships with their children as
important influences on their recovery. Negative qualities
and influences of children, or risks for relapse, included
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their children having problems that were difficult to deal
with such as health issues, learning disabilities, or
behavioral/emotional problems. This is consistent with
previous research (Farkas, 1995) that identified myriad
problems for children of substance abusing parents,
particularly those born to mothers who abused substances
during pregnancy, making parenting more stressful.
Women reported difficulty setting limits with their children
during recovery as a risk for relapse, particularly when
combined with an awareness of the behavioral and mental
health consequences of their substance abuse on their
children. One woman stated,
I have an 11 year old son and when I first came
home it was about give, give, give, do, do, do,
because I wanted to make up for it [substance
abuse]. But I realized [that] I spent my whole life
people pleasing and trying to fit in. That’s how I
got to where I was, and I’m not about to do that
with my kids. I’m sorry. I apologize, but I’m not
about to kiss your butt. You’re not about to stay up
and watch basketball until 12:00 just because I was
a drunk.
This is consistent with previous research by Carlson,
Smith, Matto, and Eversman, (2008) who identified
difficulty for mothers in addiction recovery in setting limits
with children. This was exacerbated by mother’s guilt
about the consequences of her addiction on her child and a
belief in the need to over- compensate for the ways in
which children were neglected during active substance
abusing periods.
Learning to identify internal physical and emotional
states and to manage those without the use of substances is
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a significant challenge during early recovery (Kelly, 1992).
The participants presented the dilemma of both needing to
learn to do this for themselves, while at the same time
needing to help their children learn to manage their own
internal states and impulses. One provider commented,
“They struggle with their own internal signals and they
struggle with managing their children’s as well”. This
process of mentalization (Fonagy, Gergely, Jurist, &
Target, 2002) involves the ability to identify mental states
such as needs, feelings, thoughts, and desires, which
underlie behaviors. The ability to mentalize is central to the
skills required in early recovery, such as identifying and
managing feeling states that might otherwise trigger
substance use. Mentalization is also required in parenting
because it contributes to secure attachment in children; its
absence from parenting has been implicated in various
types of developmental psychopathology in children
(Berger, Jurist, & Slade, 2008).
The women discussed positive qualities and influences
of their relationships with their children, or recovery
enablers. The desire to have more contact with their
children appeared to motivate recovery behaviors. These
included mothers whose visitation frequency increased
with children in foster care, mothers who regained custody
of their children, and one grandmother whose adult child
allowed her increased access to her new grandbaby once
she was in recovery. This woman stated, “I get my
grandbaby now, every week. I asked my son [before
getting clean] ‘why don’t you bring me the baby?’ He said,
‘you get high.’ It hurt my feelings, but it was the truth”.
Relationships with children as a motivation for recovery
has been well documented in previous literature (Carlson,
Smith, Matto, & Eversman, 2008), including both the
desire to maintain a positive parenting identity and the role
of the child welfare system as encouragement to enter
treatment and as a support for recovery.
The desire to have a social network in which their
children were integrated and to have a network and life that
they were not embarrassed to have their children see were
recovery enablers for these women. As one woman put it,
“My son sees these people in my cell phone, and the list
isn’t just drug dealers anymore. I’m able to label them in
my phone as fellowship and friends”. Another woman said,
Today I don’t go anywhere she [daughter] can’t go.
Before she would ask me if she could go with me
and I would always make an excuse, because I was
doing things and I didn’t want her to be a part of it.
But now I’m like, “come on go with mommy”. I
get a really good feeling from that.
There was also a sense that children served as a mirror,
reflecting similar behaviors in which the mothers had
engaged. One woman, stated, “My nine year old [is] doing
everything I did, from the stealing to the lying to the
manipulation, and I’m like, ‘I can’t believe this’. It’s like
looking in a mirror.”
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Qualities and influences of family members Qualities of
their relationships with family members other than their
children also influenced recovery as enablers or risks for
relapse. Risks for relapse included the family’s lack of
knowledge about addiction and lack of support for
treatment from family members. One participant described
her family this way,
They don’t know what I’m going through. I say
“I’ve got to go to these meetings three times a
week and talk to my sponsor.” And my cousin says,
“It’s OK to take a drink every once in a while, just
don’t go overboard.” But you’ve got to understand.
I just can’t do that.
A treatment provider echoed this, “The family system
doesn’t have the basic knowledge of addiction and
codependency. They don’t have knowledge about how they
play a very important part in the client’s sobriety as well as
their using.” EnglandKennedy and Horton (2011)
identified a similar theme in their study of family systems
during recovery. Families frequently misunderstood both
addiction and the role of treatment and 12-step in recovery,
often believing that the “client had recovered more fully
than was true” (p. 1227). These types of misunderstandings
often created dissonance in the individual in recovery and
within her family relationships, triggering relapse.
Family members allowing women to manipulate them
and having family members who also used substances were
identified as risks for relapse. One woman stated, “The
manipulation with my family. I could do that all day long”.
Another woman said, “certain relationships, my mother
and my sister, I have a tendency to, how can I put this,
manipulate them”. When manipulation was allowed to
flourish in family relationships, it both reinforced
dishonesty, which triggered relapse, and allowed women to
avoid responsibility, which also triggered relapse.
Recovery enablers included family members who were
honest with women; reciprocity within these relationships;
family members supporting women’s treatment
involvement; emotional support; and the sense that some
family members were loyal and committed to their
relationship with the woman. One woman described her
family this way,
My family is positive, they always love to see me
go into treatment; love to see me get sober. They’re
not alcoholics and addicted so they think when I go
to treatment I’m cured, when I get out I’m still
cured. [It’s] as though I don’t have any problems in
the world. That’s the negative thing because they
don’t know what they’re doing and they don’t
understand what I’m going through. And the
manipulation, with the family, I could do that all
day long. I learned that. And that’s the negative
part of it.
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For many women, both recovery enablers and risks for
relapse existed within the same relationships.

just step back and tell you the real, be hard on you
but compassionate.

Qualities and influences of treatment and providers
Relationships with treatment providers and with other
women in treatment were also recovery enablers or risks
for relapse. Risks for relapse included, being around other
clients who were still actively using substances and being
around treatment providers who were “not well”. “Not well”
for these women referred to providers who they perceived
as negative in their interactions with clients, disrespectful
toward them, and who did not appear to employ self-care
skills or work toward their own goals.
Participants identified the potential for women to be
re-traumatized by betrayal or abuse that might occur
between themselves and other clients or even treatment
providers as another relapse risk. One treatment provider
described her concern,

One woman stressed the importance of positive
attitudes and goals in 12-step when she said, “Just being
around positive people. The using lifestyle is so negative.
Just changing that network, looking at life from a positive
direction, [having] a more positive attitude, a more positive
direction”. Women also described their sponsor as being
“like a mother”, in that they maintained an unconditional
commitment to them and provided direction.
These data are consistent with previous research that
documented the positive aspects of 12-step involvement
and 12-step sponsorship for individuals in recovery. These
benefits included reductions in substance use (Tonigan &
Rice, 2010) and increased social support for abstinence
(Laudet, Morgen, & White, 2006). Previous researchers
suggested that 12-step involvement decreased substance
use through its influence on the social networks of
individuals with substance dependence. They maintained
that 12-step involvement increased the number of nonusing individuals in the addicted person’s network.
However, a more recent longitudinal study (Rynes &
Tonigan, 2012) found no evidence for this over time.
In spite of the wealth of information regarding the
positive impact of 12-step involvement on recovery, very
little has been written about the potentially negative impact
of 12-step involvement on recovery. According to these
data, 12-step groups and sponsors also have the potential to
negatively influence recovery. These risks for relapse
occurred through 12-step groups in which “fellowship was
lacking” and where members were “not really working the
program.” In these cases women were referring to
situations in which sponsors or others in 12-step did not
“reach out” or “show up” or “follow through” either with
their own promises or with the basic premises of the
program. Concretely, women described sponsors and other
members of 12-step continuing to use substances, being
dishonest about their substance use and offering rides or
assistance to get to meetings and not showing up.
Participants commented on the potential for women to
experience re-traumatization in these groups and
relationships through betrayal and possibly abuse from
other members. One treatment provider described the
potential for re-traumatization this way:

I had a client tell me the other day that treatment
triggered her. Having a negative experience in a
network like a treatment center may have a
negative impact; so now they shut down and
they’re not reaching out for help to anybody
because “I trusted you and now you broke that trust
so I’m not trusting any social network”.
Participants also described positive qualities and
influences of these relationships, such as the ways in which
treatment created linkages to other services for women; the
way that providers educated family members; the
possibility for creating new interpersonal experiences; the
presence of emotional, informational, and sobriety support
in treatment; and the universalizing of the addiction
experience. One treatment provider addressed new
interpersonal experiences when she said, “That’s what we
hope to do by having a group atmosphere here is for them
to start learning to trust each other here and then they can
take it outside of the group.”
Qualities and influences of 12-step Qualities of 12-Step
groups and sponsors also influenced recovery. The positive
influences of 12-step groups and sponsors included
decreased isolation for the women involved; access to
more information regarding recovery and maintenance;
having individuals such as sponsors who will be honest
with them and appropriately confrontational when
necessary; and having exposure to people who are healthy,
with positive attitudes and goals. One woman described
her experience of honesty and confrontation with her
sponsor.
I can call my sponsor right now and say, “hey my
daughter’s grandmother really pissed me off, man
let me tell you what she said”. But she [sponsor] be
like [says], “stop right there, what did you say to
her?” My sponsor knows me in and out. . . She can
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A lot of times the quality of those [12-step]
meetings are not up to par, so it’s a lot of easy
distractions for our ladies. Because they’ve
experienced a lot of things they find it difficult to
ward off advances from guys, it’s just a lot of
different things that can happen at meetings.
They’re already guarded when they go. So when
they go and experience these things it’s difficult for
them to open up and trust the process.
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Participants identified stigma for those with cooccurring mental illnesses and substance dependence as a
potential negative influence of 12-step groups. One
participant noted, “A lot of women deal with mental health
issues and a lot of people from 12-step have no knowledge
or understanding of what they’re dealing with.” Previous
research (Brown, Ridgely, Peppe, Levine, & Ryglewicz,
1989) has also documented the experience of stigma in 12step groups for individuals with dual mental health and
substance use disorders.
Managing Network Relationships
Given previous research concerning the importance of nonusing and recovery oriented networks to women’s recovery
(Bond, Kaskutas, & Weisner, 2003; Dobkin et. al., 2002;
Walton et al., 2003), treatment programs have tended to
focus on helping women in recovery change the
individuals within their networks. However, the
participants in this study offered a much more nuanced
perspective on the relationship between their personal
networks and personal network members and their
recovery. Although the women did describe the importance
of having new recovery oriented individuals within their
networks, they also described the need to manage ongoing
relationships within their networks.
Women frequently reported that the same network
relationships that contributed positively to their lives and
recovery also negatively influenced recovery in some way.
Both adult family members and children supported
women’s recovery by providing honest feedback to women,
support for treatment, concrete and emotional support, and
inspiring a desire in the women for greater integration of
their children into their networks. These same relationships
negatively affected recovery when family members abused
substances or did not support recovery, and when
children’s needs exceeded a mother’s capacity to meet
those needs. Treatment providers and 12-step group
relationships also exerted both positive and negative
influences on women’s recovery.
Participants in this study identified some specific ways
in which they managed ongoing relationships within their
personal networks during recovery. One important method
was to isolate some network members network by
distancing themselves from certain individuals and by
decreasing the amount of contact that individual has with
other network members. In this way women were able to
both honor their commitment to an important relationship,
while protecting themselves from the possible negative
impact of some relationships on their recovery. One
woman described this process of isolating a member of her
network while still maintaining the relationship and her
commitment to this relationship:
You know like I outgrew all these clothes, I lost
weight, and I was giving them to her [a good
friend]. I said, “you’ve got to come downstairs and
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get it”, because I love her but I don’t go in her
house for anything because I know that still is a
wet place. Even though she says she’s trying to do
better, I know that’s still a wet place. I know her
house is a trigger for me. So I don’t even go there
by myself when I’m dropping something off.
Another woman reinforced this concept saying,
A lot of people I was involved with got a lot of
negative stuff to say but I tell them I don’t want to
hear about that stuff. I don’t want you to bring it
here unless it’s something positive. I’m not the
kind of person that kicks you out of my life as a
friend. We can be associates. If there’s something
positive, we can do it together. I still talk to some
on the phone. I just don’t go around them much.
The other side of this coin was to increase closeness
with network members who were perceived to be healthy
or supportive of the woman’s recovery and to increase
contact among and between them. By integrating these
individuals into their networks women were able to build a
stronger support group for sobriety by increasing contact
among the healthier, more supportive network members.
One woman described increasing contact and closeness in
her network, saying:
My son needs to see the new people in my life and
my friends today. He said something that hit me
like a brick. When they asked him, “How will you
know when your mother is using?” He said “by the
company she keeps”. My understanding of
recovery is that it is an active change, and if I’m
not connecting the dots-that social part of me, then
I’m not gonna grow or change.
For this woman the “dots” were the healthier, more
supportive ongoing members of her personal network.
By increasing integration among these members
women decreased their opportunities to engage in secretive
substance use related behaviors, in essence creating a
network of individuals to whom they felt accountable and
with whom secrecy was more difficult. Since members
were more connected with each other, information about
the women passed more easily between network members.
One woman put it this way:
One of the things that helped with my family is
bridging these relationships together. It’s one thing
for my family to see me go through treatment and
stop using. But my son needs to see the people in
my life and my friends as well.
Another woman described a simultaneous and
progressive process of distancing from and isolating some
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network members, while moving closer to and further
integrating others:
I could see how the people I use with had started
moving out of the way but also one of the things I
was able to see was, yeah, they had changed but I
started to see a more solid foundation of the people
in my life who were part of my recovery. It was
totally amazing. I was able to see the progression.
Learning to create personal boundaries and set limits
with ongoing network members was an important part of
managing relationships. One woman described the process
this way: “That’s the way I look at it. You get more and
more stronger and you’re able to say no. My sister says,
‘Can you watch my daughters?’ And I say ‘not today’.”
Another woman echoed this, “It’s not so much about
cutting people out of our lives, but setting boundaries more,
and having a plan of how you’re going to deal with it or
manage it.”
Understanding and attending to reciprocity was central
to the work of managing ongoing relationships.
Reciprocity included two elements. First, women came to
recognize the importance of giving back to others in their
networks and recognized the improvement in their selfesteem that resulted. One woman said, “I missed a lot of
my daughter’s life. Now today just being available and
there, oh wow, it’s amazing. It’s the time and the love that
you can give back.” Johansen, Brendryen, Darnell, and
Wennesland (2013) framed this experience, being able to
give back to others and the resultant changes in how one
feels about oneself, as the “positive identity model of
change”. They found that, for individuals in recovery,
being able to help their own sponsors in some way had a
positive impact on self-identity, and that those who helped
others through AA were significantly less likely to relapse
than those who did not.
The second element of reciprocity, appraisals, is the
process by which individuals perceive an action as
supportive. Women acknowledged that their appraisals of
support had shifted. They felt more appreciative of the
support that had been given to them throughout their
substance-using years. About her sister, one woman
remarked, “She supports me. I never thought she would
ever support me because when I was using I just didn’t see
it. I didn’t see that she was trying to support me”.
According to Cutrona, Cohen, & Igram (1990), support
recipients experience behavior intended to be supportive
differently, depending on the context of this behavior and
the inner state (feelings, thoughts, beliefs) of the receiver.
Support that closely matches the type desired by the
recipient is appraised more positively than support that
does not match. Active substance use and recovery are
contexts that directly affect support appraisals and inner
states that affect support appraisals.
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Barriers to Managing Network Relationships
Although participants acknowledged the importance of
both adding new individuals to their networks and
managing relationships with ongoing network members,
they also cited two types of barriers to making these
changes. We categorized these barriers as being either
contextual or intrapersonal. Contextual barriers to network
change included characteristics or circumstances in their
environments that affected their ability to make personal
network changes and retain recovery. These contextual
barriers included stigma of being an addict; having a
mental health disorder; absence of community resources;
lack of personal resources such as self-esteem or cognitive
abilities; and limited treatment agency networks.
One treatment provider reported: “A lot of women
deal with multiple diseases, especially mental health. A
regular person from a 12-step program has no knowledge
of what this woman is dealing with. That right there
stagnates the process of changing social networks”.
Another treatment provider commented, “They don’t have
an idea of networking. They don’t understand the concept.
It’s constructed beyond their means. Some of them are not
literate. They’re not stupid, but I have to break down words
for them. That’s a stumbling block”.
Treatment providers commented on the limited
networks of the treatment agencies:
It’s the lack of partnership among agencies. The
women suffer from that. It gives them another set
of anxieties because where do they go when
they’re done in this program? Especially when
DCFS [Department of Child and Family Services]
is involved, and one of the objectives is safe stable
housing.
These contextual barriers can be described as an
absence of social capital. Focusing on the role of social
capital in recovery, Granfield and Cloud (2001) noted that
“opportunities to transform oneself are unevenly
distributed” (p. 1552). They found that an individual’s
capacity to recover from addiction was affected by the
stability of their housing, employment, and social
relationships among others who had concrete and
emotional resources from which the individual with
addiction might benefit. For the participants in this study,
social and economic marginalization contributed to a lack
of social capital that negatively influenced their capacity
for change.
Intrapersonal barriers to personal network change are
self-evaluations, feelings, thoughts, or self-identities that
women or providers described as interfering with either
recovery or their ability to create changes in their social
networks. These included fear of change, difficulty trusting
other people, “this is all I know”, loss, dealing with
consequences of their past and the related guilt and shame,
lack of motivation, and having a bad or negative attitude or
thought process. One treatment provider said:

PERSONAL NETWORK RECOVERY ENABLERS AND RELAPSE RISKS | S. BROWN ET AL.

It’s difficult for these women to ask for help in
certain areas because they have a fear of how
someone might hurt them if they give them any
information. They think, “I’d rather deal with this
myself than open up to someone new and not know
what’s going to happen afterwards”.

addiction recovery, and changes in their internal sense of
self and relationship that was discontinuous and multiply
determined.

One woman described her sense of loss:
As far as the social network thing is, the people
that you’ve seen all your life, from birth up but you
have to cut them out, you know what I’m saying? I
can’t be around you. It’s hard for me to change
people, the people I’ve known all my life.
Another woman discussed her difficulty in coming to terms
with her past behavior:
When I look at a social network it involves more
than my core, it involves getting out into society
and going to school. I’ve got to go to the bursar’s
office and be honest. I’ve got to deal with the
wreckage from my past. That is a barrier.
Others have cited similar intrapersonal barriers, such
as guilt and shame associated with substance use (Carlson,
Smith, Matto, & Eversman, 2008), loss and fear associated
with recovery, and the impact of trauma on the capacity to
trust (Sun, 2007).
Interactional Processes
Participants described network change as a dynamic
process involving the domains of internal emotional states,
personal network management, and recovery, reciprocally
influencing one another. Change was not described as a
linear process with one domain leading to change in
another, but as simultaneous changes emerging among all
three domains. As illustrated in Figure I, reciprocal change
among domains involves an interactional process,
characterized by reciprocal relationships between the
internal emotional world of these women, personal
network management, and recovery. Each of these
domains appeared to influence, and to be influenced by,
the other two.
Participants’ descriptions of their change process
support the theoretical concept of equifinality, which
suggests that the same outcome can be arrived at through
different pathways and multiple influences or multiply
determined (Bateson, 1979). Systems theorists characterize
the systems of individuals and their environments as open,
and characterize change as a process that is either
continuous or discontinuous (Smith-Acuna, 2011).
Continuous change is linear and incremental, whereas
discontinuous change is transformative and occurs during
developmental transitions (Thelen, 2005). These women
provided a picture of personal network management,
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Figure 1. Interactional processes among intrapersonal, interpersonal, and situational domains for
women with substance use disorders within a low
resource context.

One woman described the reciprocal relationship
between recovery and her social networks when she said:
“During the process of me getting sober this time I weeded
them out [negative people]. I have a garden now, and my
garden consists of people who truly care for me. But most
of all I care for myself today.” Another woman described
the reciprocal relationship between her internal world of
mistrust and her social network:
That was hard for me in the beginning. Just gaining
the trust on my part, you know, I don’t want to tell
you about me. But as I continue to be around sober
people and be around them in rooms, I’ve gotten
better with it. I was willing to allow you to get to
know me. Instead of being that flower on the wall,
it gets easier as time goes on. So I’ve got a lot of
people in my life today. I’ve got a big support
group.
For this woman, changes in her social network influenced
changes within her internal world.
One treatment provider expanded on the relationship
between women’s internal realities and their social
networks:
They’ve built up their self-esteem through
treatment, through their relationships with other
women in the program. Many of them continued to
maintain the relationships outside and they feel
more comfortable getting into new AA meetings or
classes or work. And they can just take that
positive self-esteem and say, “OK, I was able to
build a relationship with Christine, now I can build
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one with Jill and Sue and all those other new
people.” They feel good and it snowballs and keeps
getting better and better.
A useful theoretical framework in which to consider
these data is the previous work of Sarason, Pierce, and
Sarason, (1990) who conceptualized social support as an
interactional process among the situational, intrapersonal
and interpersonal domains. According to their theory, the
situational domain involves a simple or complex focal
event. The intrapersonal domain consists of the
individual’s “stable patterns of perceiving self, important
others and the nature of important relationships” (p. 500).
This concept was developed from the work of John
Bowlby (1980). His work on attachment theory highlighted
the importance of internal working models, developed
from experiences with important caregivers during
childhood, that influence our appraisals of ourselves and
our relationships in adulthood. The interpersonal domain
refers to the important qualities of the individual’s
relationships and social networks, such as degree of
conflict, sensitivity of network members to the individual’s
feelings and needs, and the structure of personal network
connections.
Drawing from this interactional frame, Figure I
illustrates our own conceptualization of the interactional
process of women’s recovery and management of personal
network relationships. We consider recovery to be the
situational domain or focal event. Women’s intra-psychic
experiences of self and relationships as described above
comprise the intrapersonal domain. The tasks of managing
interpersonal relationships in recovery comprise the
interpersonal domain in this model. Vaux (1990) stressed
the importance of context in shaping interactions among
the situation, intrapersonal, and interpersonal domains,
through the presence or absence of resources at individual
and community levels. Informed by Vaux’s (1990) model,
we’ve included the environmental context in which these
women attempt to regulate the self, relationships, and
recovery. In these data we see evidence for the ways in
which environment might shape self- perception, network
management, and recovery in the contextual barriers to
network change described above.
Differences in Client and Provider Perspectives
Both agency treatment providers and the women
themselves endorsed some aspect of each of the themes
identified in this study. However, some of the axial codes
within each theme were endorsed or developed exclusively
by agency treatment providers and not the women, or by
the women themselves and not by agency treatment
providers. Within the theme of qualities and influences of
children on recovery, only the women identified positive
qualities of their children and the ways in which their
children positively influenced them in recovery. Although
agency treatment providers did not identify the women’s
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children as having positive influences on their recovery,
during member checking they did comment on the
important role of child protective services in motivating
women to seek treatment for addiction.
Within the theme of contextual barriers to network
changes, only treatment providers discussed stigma, lack of
personal resources, and lack of concrete resources as
barriers to network change and recovery. The women
themselves did not identify any of these as barriers to
change. It was also primarily agency treatment providers
rather than the women who commented on the limitations
of agency networks. Although substance abuse treatment
provider perspectives have not been solicited in previous
research, Mericle, Alvidrez and Havassy, (2007) examined
mental health provider perspectives of service use among
clients with co-occurring substance use and mental
disorders. Their findings were consistent with ours, in that
mental health providers also identified barriers to service
delivery and recovery in their clients’ surrounding
environment and context.
Treatment providers focused more on contextual
barriers to personal network changes than did the women
themselves, whereas the women focused more on internal
emotional barriers to change. The women in this study
were all poor, from diverse races and ethnicities and
minimally educated. Their lack of focus on contextual
barriers might have reflected the fact that those obstacles
are a way of life for these women, the environment they’ve
experienced since birth, and might not be perceived as
specific barriers to network change or recovery. The
women’s focus on internal emotional barriers supports the
previous research of Sun, (2007) who identified both
shame and lack of trust as barriers to recovery and personal
network change for women in recovery.
Whereas women focused on feelings of shame,
providers identified stigma as a barrier. These might be
related constructs, with women experiencing externally
generated stigma as internal shame. Vanolphen, Eliason,
Freudenberg, and Barnes (2009) identified stigma as a
barrier to recovery for women, creating limited options in
housing and employment. Our findings of mixed emotions
and ambivalence related to recovery and personal network
changes were consistent with the work of Soyez and
Broekaert (2003), who identified more nuanced
experiences of women in recovery, compared to their
network members.
CONCLUSION AND IMPLICATIONS
The aims of this study were to identify the qualities of the
salient relationships in women’s personal networks that
served as either recovery enablers or risks for relapse, and
to identify barriers to making changes in personal network
relationships to facilitate recovery. These data reflected the
ambivalent nature of relationships and network change for
these women. Changes in personal networks involved fear
and loss that were sometimes unaddressed by treatment
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providers. Additionally, even substance abusing friends
and family and those who enabled substance use in the past
were described by participants as providing important
support and maintaining some positive involvement with
women.
Whereas traditional 12-step oriented treatment models
emphasize changing people and places, these data
indicated that such changes might be very difficult for
socio-economically disadvantaged women to achieve.
Zelvin (1999), using a relational approach to women and
addiction, conceptualized women’s relationship problems
as “maladaptive attempts to connect rather than the failure
to separate” (p.9) and suggested that women’s relational
focus should be viewed as a strength to promote more
positive relationships in recovery. Substance abuse
treatment providers hear many client narratives describing
negative relationships with partners, families and friends.
These narratives lead them to conclude that these network
relationships are more of a liability than a potential
resource in recovery. Providers might then miss
opportunities to educate and coach women in ways to
change and adapt network relationships toward being more
supportive of recovery.
Strengths & Limitations
The use of focus groups rather than individual interviews
limited participants to those who were comfortable
disclosing in a group setting with other clients. Also, the
use of focus groups without follow-up interviews might
have limited the depth of the data. However, we conducted
separate focus groups with both treatment providers and
clients across three different treatment programs. This
allowed us to analyze the experiences of each of these
groups. Previous research of this nature has primarily
examined the perspective of either treatment providers or
clients, but not both. We also generated richer qualitative
data than is usually generated by focus group methods. The
fact that the clients knew one another from previous
treatment experiences might have set the conditions for
such rich description. Additionally, the treatment providers
themselves had been working together for at least three
years prior to the focus groups and had some level of
comfort with one another.
During the data analysis phase we used multiple
coders and an iterative coding process. We utilized
member checking with the providers to verify our findings
by sending a summary of the findings to three key
informants and requesting their feedback and incorporated
that into the findings. Although not in the original study
protocol, we found support for our findings through
triangulation. Findings from the larger quantitative study
suggested similar network processes as those found in this
study, particularly the importance of managing network
relationships, (Tracy, Min, Park, Jun, & Brown, 2013).
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Practice Considerations
Changing the individuals within a personal network might
not be a viable option for women in substance abuse
treatment. This is especially true in relation to children and
family members within women’s networks. Women
reported that family and children were positive as well as
negative influences on their recovery. Additionally, for
women with little social capital (Falkin & Strauss, 2003),
their ability to make significant geographic or even
neighborhood change is minimal, locking them into
continued ongoing contact with family friends and
acquaintances throughout their lives. Given that many of
these relationships are here to stay, it might be more
beneficial for women to learn skills for managing these
relationships, rather than trying to remove individuals from
their networks or attempting a complete makeover of their
networks. These data support the importance of helping
women isolate some members within their network by
limiting and controlling the amount and type of contact,
while increasing connections between and among other
healthier network members. This is a more nuanced
approach to typical substance abuse treatment wisdom,
suggesting the importance of changing people, places, and
things (Sun, 2007).
These data suggest that relationships with children and
other family members might contribute more positively to
women’s recovery than providers are aware. Women also
appeared to be more aware of the negative effects of
recovery on their personal networks than were their
treatment providers. Practitioners should consider the
ambivalence and loss associated with personal network
change resulting from commitment to recovery, and assist
women in managing emotions related to these losses.
Additionally, helping women in treatment to establish
positive treatment relationships with peers and providers,
and assisting them in generalizing these relationships to
their personal (non-treatment) networks might yield
positive changes across the domains of emotions, recovery
and personal networks.
Given the findings of the interactional relationships
between intrapersonal states, recovery maintenance, and
personal network management, interventions that target
any of these domains can precipitate change in the other
two. Interventions that target multiple domains can also be
more effective than those that target only one, although
change appears to occur almost simultaneously across the
three domains. Future research should examine what types
of social network interventions might be effective in
enhancing recovery success for women with substance
dependence.
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